. Individuals with dementia (IWDs) also face their own challenges that range from feelings of embarrassment and isolation to symptoms of depression and anxiety (Judge, Menne, & Whitlatch, 2010; Lyketsos et al., 2002; Menne, Judge, & Whitlatch, 2009) .
Interventions aimed at alleviating or reducing these negative outcomes traditionally target caregivers (CGs) and IWDs separately. For example, educational and skill-based interventions have focused on heightening caregiving efficacy and reducing strain for family CGs (Burgio, Stevens, Guy, Roth, & Haley, 2003; Coon, Thompson, Steffen, Sorocco, & Gallagher-Thompson, 2003; Mittleman et al., 1993) , while cognitive rehabilitation programs have focused on reducing cognitive and functional symptoms experienced by the IWD (Bourgeois, 1990; Camp, 1989; Camp, Foss, O'Hanlon, & Stevens, 1996; Clare et al., 2000; Orsulic-Jeras, Judge, & Camp, 2000; Zanetti et al. 2001) . Further, interventions for caregivers rarely include the IWD as an active participant in the treatment process and typically have not included cognitive rehabilitation techniques for managing dementia symptoms. Conversely, cognitive rehabilitation programs for IWDs primarily have been implemented by professionals, rather than family CGs, and have not addressed the psychosocial issues experienced by IWDs, such as feelings of embarrassment or symptoms of depression (Judge, Menne, & Whitlatch, 2010 ).
An alternative and potentially more robust approach involves interventions specifically designed for the dyad, comprised of the family CG and IWD. Because dementia impacts CGs and IWDs, interventions that simultaneously address negative dementia-related symptoms and care issues for both care partners offer several advantages. First, involving both CGs and IWDs creates an opportunity to discuss difficult topics within a supportive environment, which can be more effective for dealing with emotional issues, such as coping with the illness and future care planning (e.g., discontinuing driving, altering one's living arrangements). Second, skills and techniques for coping with and managing dementia-related symptoms, such as communication and behavioral strategies, can be more consistently and rigorously applied when both care partners are involved.
Furthermore, dyadic interventions designed to be implemented at home (rather than in lab or clinical settings) can be more effectively integrated into daily routines when both care partners are participating, including needed environmental modifications. Also, prior research suggests CGs are more likely to be accepting of and less resistant to using supportive interventions for themselves when they perceive care receivers' needs are fully being met (Noelker & Bass, 1995) . Last, if found efficacious, dyadic intervention approaches may be highly cost-effective as compared to implementing traditional programs implemented separately for CGs and IWDs.
To date, researchers have begun to develop and evaluate interventions for caregiving dyads. Specifically, several lines of research have developed counseling-based interventions for dyads in the early-stage of dementia. For example, Zarit and colleagues (2004) examined the acceptability of a 10-session Memory Club for individuals with early-stage dementia and their care partners. The Memory Club intervention addressed several areas including: basic medical information, social support and community resources, changing roles and responsibilities, and preparation for future care needs. Results found the program was rated positively by both care partners (n = 23 dyads and 1 IWD without a CG). In another study, Whitlatch and colleagues (2006) developed a 9-sesssion intervention protocol, The Early Diagnosis Dyadic Intervention (EDDI), for caregiving dyads in the early-stage of dementia. Along with educational information and resources, EDDI focused on communication, understanding each partner's care preferences, joint decision-making, and future care planning. Results found the protocols feasible and to be acceptable by both care partners (n = 20-31 dyads) and the counselors who implemented the program. Researchers Epstein, Auclair, and Mittleman (2006) and Auclair, Epstein, and Mittleman (2009) developed a counseling-based protocol for caregiving spousal couples in the early-stage of Alzheimer's disease. The goals of the intervention focused on preserving each care partner's identity and maintaining the spousal relationship. Using case examples and vignettes, protocols for conducting therapeutic counseling with care partners were discussed, including recommendations for creating a supportive environment and engaging both individuals equally.
Although varying in form and content, these interventions offer a unique opportunity to simultaneously engage both CGs and IWDs in coping and managing with the effects of a dementing illness. Additionally, these dyadic protocols include both care partners as active participants in the intervention process and include methods for facilitating IWD's participation. Overall, these studies have found favorable results pertaining to the acceptability and feasibility of dyadic approaches for caregiving dyads with early-stage dementia. However, more extensive research is needed with larger samples and the use of a control group to examine whether dyadic interventions positively impact psychosocial outcomes for CGs and IWDs. Another pertinent question is whether individuals with moderate to severe symptoms of dementia can participate in and benefit from dyadic interventions.
The current study examined the efficacy of the dyadic intervention Acquiring New Skills While Enhancing Remaining Strengths (ANSWERS) . ANSWERS adds to the current literature by including cognitive rehabilitation skills training in addition to counseling-based skills training for caregiving dyads with mild to moderate symptoms of dementia. Additionally, a randomized control design with a relatively large sample was used to examine the impact of ANSWERS for both CGs and IWDs on a wide range of psychosocial outcomes (i.e., relationship strain, role captivity, symptoms of depression). This paper reports the effects of ANSWERS for CGs who participated in the dyadic intervention. Results examining the efficacy of ANSWERS on psychosocial outcomes for IWDs will be reported elsewhere.
Description of ANSWERS Intervention
ANSWERS was unique in that it combined educational and skills training (traditionally used with CGs) and cognitive rehabilitation skills training (traditionally used with IWDs) into a single intervention protocol. Using a strength-based approach as the conceptual framework (Orsulic-Jeras, Shepard, & Britton, 2003) , ANSWERS trained both care partners on a core set of skills for managing and coping with the symptoms of dementia. Key aspects of using a strength-based approach included: facilitating participation from both care partners in the intervention process; focusing on identifying CG's and IWD's individual and collective strengths as care partners; and building upon what was currently working for dyads while learning techniques to compensate for cognitive and functional changes due to memory loss . Additionally, the strength-based approach guided the selection of intervention skills and techniques used in the protocol. Specifically, skills were included in the protocol that could be modified across the illness continuum and tailored to a variety of care situations.
ANSWERS consisted of six 90-min curriculumguided sessions between a Masters-level intervention specialist and the primary family CG and IWD (Judge, Bass, & Yarry, 2006; . Dyads were taught a core set of evidence-based techniques for managing and coping with dementia-related issues across the following areas: (1) education regarding dementia and memory loss, (2) effective communication, (3) managing memory, (4) staying active, and (5) recognizing emotions and behaviors. Table 1 describes the content of each session (see for a more detailed description of the ANSWERS intervention).
Session One focused on understanding the difference between short-term memory and long-term memory processes and introduced the strength-based approach. Specifically, dyads were provided educational information on the remaining cognitive strengths available to IWDs (i.e., procedural memory, semantic long-term memory, reading). Prior to Session Two, dyads completed a strength-based inventory that assessed each care partner's strengths across a variety of domains including cognitive, physical health, social activities, personality, life roles, leisure activities, and history and culture (Judge, Yarry, & Orsulic-Jeras, 2006) . Dyads were instructed to complete the strength-based inventory either individually or together. The inventory was designed to introduce the concept of dyad's individual and collective strengths along with building rapport between dyads and intervention specialists. Throughout the protocol, results from the inventory were used for selecting, developing, and implementing skills based on dyad's individual and collective strengths. Session Two, on Effective Communication, introduced skills for addressing language production and comprehension difficulties experienced by caregiving dyads, as well as more general communication skills. During Session Three, on Managing Memory, dyads learned methods for exercising memory processes and techniques for compensating for memory loss. Session Four focused on Staying Active for both care partners. Specific emphasis was given to staying active mentally, physically, and socially. Care partners developed goals that addressed each of these areas and learned Cognitive Task Analysis for remaining active and engaged. Previously learned effective communication and managing memory skills also were implemented to facilitate staying active. Recognizing Emotions and Behaviors (Session 5) addressed common emotions and behaviors experienced by both care partners, as well as cognitive and behavioral techniques used for coping with and managing the symptoms of dementia. The last session focused on reviewing dyads' progress to date along with developing a final Action Plan that would guide the care partners' continued progress on their self-identified goals.
Each of the six sessions presented new information, while continuing to review and build upon previously introduced skills and information. Session-specific skills were selected and tailored to the unique situations of each dyad, with content ranging from techniques for bathing, to strategies for medication adherence, and approaches for managing stress. For example, dyads with mild symptoms utilized lists and external memory aids to assist with instrumental activities of daily living, such as cleaning and laundry. Whereas dyads with moderate symptoms of dementia used lists and external memory aids to assist with personal activities of daily living, such as grooming and dressing. Examples of specific goals that addressed IWD's ability to stay active and remain independent included: using a list that outlined the specific steps needed to clean the bird cage; labeling the shampoo bottle in the shower; using signs to label kitchen cabinets, and using a sign to remember to wear their Safe Return necklace when leaving the apartment.
Intervention skills ranged from simple to complex and varied in the amount of time required to learn, which was reflected in the time spent practicing and implementing skills during intervention sessions and in between sessions. For example, the cognitive rehabilitation technique, spaced 
Overview of Session Protocols
In each session, dyads receive new educational information; review prior educational information; discuss and modify previously selected skills; select new skills for practicing; and complete an Action Plan. Dyads have the opportunity to try new skills and/or continue to practice the same skills in addressing their care issues. Skills are continually revised and tailored to fit the dyad's specific care needs. Session One: Educational Information Dyads learn about the project goals and timeframe; educational information about the impact of dementia on communication, memory, daily activities and tasks, and emotions and behaviors for both care partners; and how a strength-based approach is used for implementing treatment goals. Dyads complete the Strength-Based Inventory, which assesses their strengths in a variety of areas (Judge, Yarry, & Orsulic-Jeras, 2006 ). Session Two: Effective Communication Dyads learn about general and dementia-specific communication skills for addressing expressive language and comprehension difficulties. Skills include: patience and acceptance; asking questions; reflecting; personalizing; compromising; keep it short and simple (KISS); rephrasing questions; redirection with verbal and/or physical cues; narrowing the choices (closed-ended questions) and connecting with others (open-ended questions). Session Three: Managing Memory Dyads learn how to enhance memory processes by using cognitive rehabilitation techniques and how to compensate for memory processes by using environmental cues. Skills include: giving hints; spaced retrieval; using information in long-term memory; challenging yourself; and a variety of external memory aids (i.e., signs, labels, lists, calendars, memory wallets, and memory books). Session Four: Staying Active Dyads learn the importance of staying active physically, mentally, and socially. Skills include: Cognitive Task Analysis; building upon and using previously learned communication and managing memory skills; and an Activity Notebook (Judge, Bass, & Yarry, 2006) .
Session Five: Recognizing Emotions and Behaviors
Dyads learn about different emotions and behaviors that each care partner may experience and how to recognize and manage these symptoms using cognitive and behavioral based techniques. Skills include: validation; reframing; re-evaluating expectations; giving yourself permission; substituting behaviors; adjusting the environment; and making time to relax.
Session Six: Overall Review and Program Wrap-Up
Dyads review and discuss previously selected skills; work on a final Action Plan; and receive a community resource and educational packet.
retrieval, required more initial and on-going training than the educational skill, keep it short and simple. Based on the care goals of dyads, skills were continually adjusted, added, and removed throughout the intervention period. After each session, an Action Plan was developed outlining each selected skill including how often dyads should practice skills between sessions and how skills should be implemented (e.g., practice spaced retrieval to learn cell phone number every morning for 15 minutes during breakfast). Action Plans also included a place for dyads to document barriers encountered in implementing skills. Dyads were asked to place Action Plans in an accessible location (i.e., refrigerator). Information from the Action Plan was used during the next session for addressing barriers, adding or removing skills, and, if needed, further practicing of skills. In order to engage both care partners during intervention sessions, CGs and IWDs met together with the intervention specialist at their home (or another private setting if preferred). Each aspect of the protocol was implemented with both care partners present and engaged. In order to facilitate this, CGs and IWDs received an intervention notebook ) that contained the scripted ANSWERS protocol in easy-to-read language and large font. This enabled dyads to read along with the intervention specialist and facilitated IWD's attentional resources while compensating for short-term memory loss. Session specific worksheets for each skill also were included in the notebook for skill acquisition and generalization. Additionally, intervention specialists received extensive training on methods for working with caregiving dyads and facilitating IWD's participation (discussed in more detail below).
All of the intervention specialists (n = 4) held a Master's degree (or higher) in a counseling-related field and had prior training and experience in implementing traditional counseling techniques in a wide range of populations. Initial training for intervention specialists consisted of 22 hr of lecture, modeling, role playing, case examples, and feedback and discussion in the following areas: memory and cognitive processes, symptoms of dementia, implementing counseling and cognitive-rehabilitation techniques, engaging IWDs, and working with CGs and IWDs as a dyad. An important aspect of intervention specialist's training were methods for engaging IWDs during the intervention. Specifically, intervention specialists learned how to use verbal and physical cues for redirection; communication skills for eliciting participation from IWDs; and techniques for facilitating discussion and decision-making between CGs and IWDs. Initial fidelity monitoring of the intervention protocols consisted of supervision and feedback when working with dyads along with on-going monitoring of the protocol through bi-weekly conference calls. Calls were structured to review and discuss each intervention specialist's case load and the intervention protocols (i.e., length and content of sessions, modifying techniques, and working with dyads).
In a previously published article , intervention group participants (CGs and IWDs) found ANSWERS to be an acceptable and feasible program for managing and coping with the symptoms of dementia. Specifically, both CGs and IWDs indicated the ANSWERS protocol: identified the challenges they faced; provided useful information or strategies in dealing with memory loss; was presented in a useful and understandable way; and session discussions were useful. Intervention specialists also completed ratings of the protocol across several key dimensions and rated ANSWERS as an acceptable and feasible approach. Specifically, intervention specialists indicated both CGs and IWDs: were receptive and engaged during sessions; understood session material; and identified challenges associated with dementia. Overall, these results highlight the acceptability and feasibility of ANSWERS by intervention specialists, CGs, and IWDs.
Hypotheses
Study hypotheses were based on the five domains of the Stress Process Model (SPM; Pearlin, Mullan, Semple, & Skaff, 1990) : (1) background and context characteristics, (2) objective and subjective primary stressors, (3) role and intra-psychic secondary strains, (4) coping and social support resources, and (5) psychosocial well-being outcomes. ANSWERS was conceptualized as a coping and social support resource that had the capacity to offset negative effects of caregiving on role and intra-psychic strains and well-being, independent of characteristics of background and context characteristics. Formally stated, there were two hypotheses:
1. CGs who received the ANSWERS intervention, compared to controls, would have lower negative and higher positive role and intrapsychic strains (i.e., caregiver mastery, emotional health strain, physical health strain, self-efficacy, role captivity, and dyadic relationship strain). 2. CGs who received the ANSWERS intervention, compared to controls, would have lower negative and higher positive well-being outcomes (i.e., depression, anxiety, quality of life, and self-esteem).
Method

Design and Procedure
A randomized controlled trial research design was used to examine the efficacy of ANSWERS. After dyads were referred to the project, they received an informational flyer and recruitment letter providing them with an overview of the study. Project staff contacted each member of the dyad by telephone to further explain the project and answer any questions. If both care partners gave verbal consent, Time 1 baseline interviews were conducted by a trained interviewer who met individually with CGs and IWDs in their homes or another preferred setting. Time 1 interviews were completed prior to randomization of dyads to the intervention or control condition. After completing the intervention or control protocol, a second follow-up (Time 2) interview was completed by trained interviewers. Time 2 interviews were the data source for key outcomes representing role and intra-psychic strains and well-being. On average, Time 2 interviews with control and intervention group CGs were completed 11.0 weeks (SD = 3.60 weeks) and 18.5 weeks (SD = 6.04 weeks) after Time 1 interviews, respectively. Interviewers were not told which dyads were randomly assigned to receive the intervention.
Control group participants received a standardized educational resource packet of information on topics related to symptoms and signs of dementia, treatments, home care, and community agencies that could be independently contacted for assistance. Additionally, control group dyads were invited to attend a free educational workshop following Time 2 interviews that presented and discussed key educational and cognitive rehabilitation techniques used in ANSWERS. Intervention participants received the six-session ANSWERS intervention and the educational resource packet.
Participants
Participants were recruited over a 14-month period from 16 local social service agencies in Northeast Ohio. Study eligibility was restricted to IWDs: with a diagnosis of dementia or memory loss; Mini-Mental Status Examination (MMSE; Folstein, Folstein, & McHugh, 1975) scores of 7 or higher; residing in the community; who spoke and read English; and being assisted by a primary family CG.
A total of 187 caregiving dyads were referred to the study and contacted by the project manager to screen for eligibility. One hundred and twenty-eight of these dyads agreed to participate; 38 declined and 21 did not meet eligibility criteria. Reasons for ineligibility included: no longer living in the community (n = 5), IWD passed away (n = 3), no primary CG (n = 2), and MMSE scores below 7 (n = 11).
Of the 128 dyads, 60 were randomly assigned to the control group, with 59 completing Time 1 and Time 2 interviews. One control-group dyad discontinued participation prior to completing their Time 2 interview. Sixty-eight dyads were randomly assigned to the intervention group, with 52 completing the entire six-session intervention and Time 1 and Time 2 interviews. Sixteen intervention-group dyads discontinued participation: 7 discontinued prior to the first intervention session and 9 discontinued after the first, second, or third intervention sessions. Reasons for discontinuing included: too busy (n = 3); no longer interested (n = 4); too anxiety-provoking or confusing for IWD (n = 3); IWD hospitalized (n = 1); not returning phone calls (n = 4); and no reason given (n = 1). Of the 16 dyads who discontinued participation in ANSWERS, 7 CGs completed a Time 2 interview and 9 CGs did not complete a Time 2 interview.
To examine study hypotheses, all CGs who completed a Time 2 interview were included in the analyses, including CGs who did not complete the entire intervention protocol. Analyses are based on the 118 dyads (59 control and 59 intervention dyads) that completed both Time 1 and Time 2 interviews. Nine CGs from the intervention condition and 1 CG from the control condition were not included in the analyses as they did not complete a Time 2 interview. Due to missing data, 3 CGs were excluded from the primary analyses, resulting in a final n size of 115.
Demographic information for CGs and IWDs are presented in Table 2 . The vast majority of participants were Caucasian and approximately 60% were spousal couples. Nearly 74% of CGs and 56% of IWDs were female and IWDs, on average (M = 77.21; SD = 9.42), were older than CGs (M = 65.42; SD = 12.22). Over one-third of CGs were employed full-or part-time. IWDs' mean MMSE score was 22.96, suggesting mildto-moderate symptoms of dementia and 50% had a diagnosis of Alzheimer's disease. As measured by the Functional Activities Questionnaire (Katz, Ford, Moskowitz, Jackson, & Jaffe, 1963 ) and the Personal Maintenance Scale (Lawton and Brody, 1969) , IWDs experienced moderate difficulties performing instrumental ADLs (M = 17.41; SD = 7.56), with less difficulties performing personal ADLs (M = 3.92; SD = 4.67). On average, CGs reported occasional difficult behaviors by the IWD (M = 8.55; SD = 5.05) (Bass, McClendon, Deimling, & Mukherjee, 1994) .
Attrition Analyses
Independent sample t-tests were conducted to examine potential differences between CGs who did and CGs who did not complete Time 1 and Time 2 interviews. No significant differences were found for: CG's age, gender, race, marital status, employment status, or any of the outcome measures assessed at Time 1 (i.e., caregiver mastery, emotional health strain, physical health strain, self-efficacy, role captivity, dyadic relationship strain, depression, anxiety, quality of life, or self-esteem). A significant difference was found for IWD's level of cognitive impairment. CGs who dropped out, compared to CGs who completed the protocol, were providing care for IWDs with more cognitive impairment (MMSE M = 19.95; SD = 7.62 versus M = 22.96; SD = 5.34, respectively).
Separate independent sample t-tests also were conducted to examine potential differences within the intervention group between CGs who completed the full intervention protocol and those who discontinued participation. Results indicated no significant differences between intervention completers and non-completers on the following variables: age, gender, race, marital status, employment 
Measures
In accordance with the SPM (Pearlin et al., 1990) , measures of caregivers' role and intra-psychic strain and psychosocial well-being were the primary outcomes for assessing the efficacy of ANSWERS. Each outcome was measured using a multi-item scale that was tested for reliability and validity. Six measures of role and intra-psychic strain were included: caregiver mastery (Lawton, Kleban, Moss, Rovine, & Glicksman, 1989) , emotional health strain (Bass, Noelker, & Rechlin, 1996) , physical health strain (Bass, Noelker, & Rechlin, 1996) , self-efficacy (Pearlin, Mullan, Semple, & Skaff, 1990) , role captivity (Pearlin, Mullan, Semple, & Skaff, 1990) , and dyadic relationship strain (Bass, Tausig, & Noelker, 1989) . Four measures of well-being were included: depression (Kohout, Berkman, Evans, & Cornoni-Huntley, 1993; Radloff, 1977) ; anxiety (Zung, 1980) , quality of life (Logsdon, Gibbons, McCurry, & Teri, 1999) , and self-esteem (Rosenberg, 1965) .
To affirm the validity and reliability of each measure with this sample, factor analysis and Cronbach's alpha were used. Factor analysis was used to assess structural validity and to ensure scales factored as independent constructs from one another. Cronbach's alpha was used to test reliability of each scale (i.e., strength of inter-item relationships). All measures demonstrated good reliability, with alphas ranging from .73 to .87 and structure validity, with independent factor loadings of .40 or higher on each item's intended outcome (Tabachnick & Fidell, 1996) . Supplementary material displays the individual items that comprised each descriptive and outcome measure, the scoring of each item, along with Cronbach's alpha at Time 1 and Time 2. Tables  3 and 4 contain means, standard deviations, and the scale range of dependent outcome measures at Time 1 and Time 2, respectively, for the entire sample and separately for the intervention and control groups. 
Results
Preliminary Analyses
In order to assure random assignment achieved equivalent groups, independent sample t-tests compared the intervention and control groups at Time 1 on selected measures of background and context characteristics. Significant differences (less than .10) between control and intervention group dyads were found for the following variables: IWD's age, frequency of IWD's difficult behaviors, and the number of days between CG's Time 1 and Time 2 interviews. Each of these variables was included as covariates in subsequent analyses to statistically control for these initial baseline differences. No significant differences were found for CG's age, race, gender, marital status, education, employment status, or whether they were a spousal CG. Additionally no significant differences were found for IWD's race, gender, marital status, or MMSE score at Time 1.
Analytic Strategy
Multiple regression analyses were used to test Hypotheses 1 and 2. Statistical significance of individual regression coefficients was evaluated by t-tests with n -k -1 degrees of freedom (n = sample size, k = number of independent variables in an equation). The key independent variable in each regression equation was a dichotomous measure representing whether caregivers were randomized to the intervention or control group. Effects of this variable indicated whether outcomes significantly differed for CGs who participated in the ANSWERS intervention versus controls, after controlling for covariates including: a Time 1 measure of the dependent variable, IWD's age, frequency of IWD's difficult behaviors, and number of days between CG's Time 1 and Time 2 interviews. The Time 1 measure of the dependent variable was included in each regression equation to statistically control for initial baseline levels and to examine the amount of change from Time 1 to Time 2. Table 5 presents findings for Hypothesis 1 that addressed the impact of the ANSWERS intervention on the six role and intra-psychic strains. Regression coefficients in Table 5 for the dichotomous intervention variable indicated four of the strain outcomes significantly improved for intervention CGs compared to control CGs. Intervention CGs experienced significantly less: emotional health strain (t (109) = -2.80, p =.01), dyadic relationship strain, (t (109) = -2.60, p =.01), and role captivity (t (109) = -2.49, p =.01); and significant improvements in caregiver mastery (t (109) = 2.51, p =.01). There were no significant differences between intervention and control groups in physical health strain or self-efficacy.
Primary Analyses
Unstandardized regression coefficients (B) (Table 5 ) indicated the average difference in outcomes between the intervention and control groups. Compared to the control group, intervention CGs' average score was 1.68 less for emotional health strain (total sample M = 6.14; SD = 2.84); 1.47 less for dyadic relationship strain (total sample M = 5.22; SD = 3.15); 0.86 less for role captivity (total sample M = 3.28; SD = 1.91); and 0.81 more for caregiver mastery (total sample M = 8.25; SD = 1.66). Table 6 presents coefficients pertaining to the impact of the ANSWERS intervention on measures of psychosocial well-being (Hypothesis 2). Findings showed intervention group CGs, compared to controls, experienced significantly greater reductions in symptoms of depression (t (109) = -2.12, p =.04) and anxiety (t (109) = -3.11, p =.01) from Time 1 to Time 2. There were no significant differences between the intervention and control groups for self-esteem and quality of life. The unstandardized regression coefficients (B) indicated intervention group CGs, compared to controls, experienced 1.10 fewer symptoms of depression (total sample M = 4.19; SD = 3.16) and 2.69 fewer anxiety symptoms (total sample M = 8.14; SD = 5.05). Standardized regression coefficients in Tables 5  and 6 showed the strongest impact of ANSWERS across the various measures of role and intra-psychic strains and well-being were for emotional health strain (β = -.30), anxiety (β = -.26) and caregiver mastery (β = .25), followed by role captivity (β = -.23) and relationship strain (β = -.23), and to a lesser degree depression (β = -.17).
Overall, ANSWERS significantly impacted a wide range of outcomes that represented two domains of the SPM for CGs of IWDs. This included effects on role and intra-psychic strains, which are caregiving-specific consequences related to fulfilling this role; as well as effects on psychosocial well-being, which are global or general states not explicitly tied to caregiving.
Discussion
Managing and coping with the cognitive, functional, emotional, and behavioral symptoms of dementia have negative consequences and care-related implications for CGs and IWDs (Deimling & Bass, 1986; Schulz, Visintainer, & Williamson, 1990; Kunik et al., 2003) . The present study evaluated the efficacy of a newly developed dyadic intervention for family CGs of IWDs . Using a strength-based approach, ANSWERS combined educational skills training and cognitive rehabilitation skills into a single protocol for CGs and IWDs to use for coping with and managing dementia-related symptoms.
ANSWERS was efficacious in improving role and intra-psychic strains and psychosocial well-being outcomes for CGs. Specifically, compared to control group participants, CGs enrolled in ANSWERS experienced less emotional health strain, less dyadic relationship strain, less role captivity, and improved caregiving mastery. Additionally, CGs had fewer symptoms of anxiety and depression.
These findings highlight the merits of interventions involving both members of the caregiving dyad, as well as interventions that utilize a strength-based approach. Compared to CG-or IWD-only protocols, dyadic interventions provide opportunities to practice and model skills, facilitate discussions between both care partners, especially for difficult topics, and empower both care partners to address their individual and collective care needs. Given the progressive nature of many dementing illnesses, the strength-based approach was thought to aid in the implementation, modification, and tailoring of the educational and cognitive rehabilitation skills selected for dyads' unique care situations. The observed benefits of the ANSWERS intervention also illustrate the advantages and feasibility of integrating CG-focused educational and counseling-based components with IWD-focused cognitive rehabilitation techniques. Though it is difficult to know exactly how the combination of these components contributed to the intervention's success, these qualities of the intervention have not been integrated in previous studies.
Although promising results were found for CGs participating in ANSWERS, several questions remain unanswered. First, further research is needed to examine the long-term impact of ANSWERS for family CGs (i.e., 12-and 24-month outcomes). Secondly, when examining the long-term impact, the inclusion of "booster" sessions to the current protocol may be needed to address dyads' changing care situations and dementia symptoms, thereby facilitating skill acquisition and generalization. Another important question is whether the ANSWERS protocol can be implemented with care giving dyads experiencing more severe symptoms of dementia, including greater cognitive impairment and more symptoms of difficult behaviors. For example, intervention skills were selected based on the ability to tailor and modify each technique across dementia severity (i.e., KISS, spaced retrieval, cognitive task analysis, validation). The current sample included IWDs who had a range of mild-to-moderate symptoms of dementia, as indicated by the MMSE (M = 22.96; range 7-30). This suggests dyads were not experiencing severe symptoms of dementia and highlights the need for further research to delineate whether individuals with more severe symptoms of dementia could participate, either actively or passively, in dyadic interventions. For example, as discussed by Camp and colleagues (2010) , individuals who have more severe symptoms of dementia as indicated by low scores on the MMSE (e.g., less than 10), may have a range of unknown strengths due to floor effects evidenced in current assessment tools. IWD's problematic behaviors are another interesting research area that would benefit from further investigation. The current sample of IWDs was experiencing relatively few problematic behaviors. For example, CGs of IWDs who are experiencing frequent problematic behaviors (i.e., wandering, agitation, yelling) may experience even greater improvements in coping and managing with the symptoms of dementia as compared to CGs of IWDs experiencing less frequent problematic behaviors.
Research also is needed to determine which types of techniques and care issues are best suited to fit within a dyadic protocol. For example, issues such as feelings of personal loss or long-standing relationship issues that negatively impact the dyadic process may be better suited to individual counseling. Clinicians and researchers implementing interventions must carefully consider the goals of the intervention and subject matter addressed to remain sensitive to issues that are more appropriate for an individual intervention.
Based on the study's methodology and results, several limitations exist. Although ANSWERS was designed as a multicomponent intervention, the current study did not include a precise method for capturing the dosage (or amount) of each selected intervention skill and the extent to which it was used by dyads. This limitation makes it difficult to disentangle the effects of the intervention. Future research should include a more rigorous method for measuring and tracking the dosage of multi-component interventions. Additionally, the current study used a control group that received an educational packet of resources and were able to attend a free workshop at the end of the study. A more rigorous test of ANSWERS would have included a control group condition that more closely approximated the intervention condition, including the number of sessions (n = 6) and time spent during sessions (90 min) and only varied with respect to the session content. Another limitation of the current study is the number of intervention dyads who discontinued participation in the study. Although no significant differences were found between CGs who completed the intervention protocol and CGs who did not complete the protocol, CGs who dropped out of the study may have felt the protocol was too time-consuming and/or overwhelming. Specifically, 24% of dyads randomly assigned to the intervention condition did not complete the study protocols compared to 2% of dyads assigned to the control condition. This is an important finding to address as it highlights the potential lack of acceptability and feasibility of ANSWERS for certain caregiving dyads. Although beneficial results were found, a large proportion of dyads were not interested or able to participate in ANSWERS. One potential explanation is CG's readiness to change and engage in an intervention protocol that requires practicing of skills; discussion of care issues and goals; and actively working with one's care partner in implementing skills. Further research is needed to understand these differentiating characteristics between CGs who completed the protocol and those who did not.
Although the results of ANSWERS for IWDs will be reported elsewhere, future dyadic approaches should examine the impact of interventions on psychosocial outcomes for IWDs, along with comparing whether the positive outcomes experienced are similar for both care partners. As more dyadic protocols are developed, researchers will need to address potential barriers in implementing interventions aimed at the dyad and methods to overcome these issues. Finally, future research is needed to determine whether dyadic intervention programs are more cost-effective than protocols focused separately on each care partner.
